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1. VA FILE NO(S). (Includeprefix)

\,‘VL\ Department of Veterans Affairs

APPOINTMENT OF INDIVIDUAL AS CLAIMANT’'S REPRESENTATIVE

PRIVACY ACT AND PAPERWORK REDUCTION ACT NOTICE: Theinformationrequestean thisform is solicitedunder38 U.S.C.,Sections5902and5904,
which authorizeVA to recognizeindividuals for the preparationpresentationand prosecutiorof claimsfor VA benefits. We will usethe informationto recognize
your claim representativéo acton your behalfandto identify any VA recordswhich VA may discloseto the representativeinder38 U.S.C.,Section5701(b). Except
for information protectedby 38 U.S.C.,Section7332,the claim representativés not prohibitedfrom redisclosingrecords. Provisionof the requestednformationis
voluntary, but your failure to provide us the information could impedethe recognitionof your representativand/orthe identification of disclosablerecords. The
PrivacyAct authorizesVA to disclosethe requestednformationoutsideVA for certainroutineuseswhich havebeenpublishedin the FederalRegistemwith reference
to aVA systemof recordsentitled,"CompensationPension EducationandRehabilitationRecords-VA"(58VA21/22). Suchroutineusesincludedebtcollection,civil
or criminal law enforcement,communicationswith membersof Congressor other representativesbenefits delivery, program administration,and personnel
administration.

RESPONDENT BURDEN: VA may not conductor sponsor,andyou are not requiredto respondto, this collection of informationunlessit displaysa valid OMB
Control Number. The public reportingburdenfor this collection of information is estimatedto averagel5 minutesper responseincluding the time for reviewing
instructions searchinglatasourcesgatheringandmaintainingthe dataneededandcompletingandreviewingthe collectionof information. Sendcommentsegarding
this burdenestimateor any other aspectof this collection of information, including suggestiondor reducingthis burden,to VA ClearanceOfficer (045A4), 810
VermontAvenue,NW, Washington DC 20420;andto the Office of Managemenand Budget,PaperworkReductionProject(2900-0018) WashingtonDC 20503.
Please do not send applications for benefits to these addresses.

2. NAME OF CLAIMANT (Veteranguardian,beneficiary,dependentor nextof kin) 3. ADDRESS OF CLAIMANT (No. andstreetor rural route,city or P.O.,Stateand ZIP Code)

4. LAST NAME - FIRST NAME - MIDDLE NAME OF VETERAN 5. SERVICE NO(S).

6. BRANCH OF SERVICE

[Jarmy [Inavy [] AR Force [ImariNEcorPs [ ]coasTGuArRD [ | OTHER (Specify)

7A. NAME OF INDIVIDUAL APPOINTED AS CLAIMANT'S REPRESENTATIVE 8. ADDRESS OF INDIVIDUAL APPOINTED AS CLAIMANT'S REPRESENTATIVE (No.andstreet
or rural route, city or P.O., State, and ZIP code)

7B. INDIVIDUAL IS (checkappropriatebox)
I:l I:l ACCREDITED SERVICE ORGANIZATION
AGENT

D ATTORNEY REPRESENTATIVE (Specifyorganizationbelow)

9. AUTHORIZATION FOR REPRESENTATIVE'S ACCESS TO RECORDS PROTECTED BY SECTION 7332, TITLE 38, U.S.C.

Unlessl checkthe box below,| do not authorizeVA to discloseto the individual namedin item 7A anyrecordsthatmay bein my file relatingto treatmentfor drug
abuse, alcoholism or alcohol abuse, infection with the human immunodeficiency virus (HIV), or sickle cell anemia.

|:| | authorizethe VA facility havingcustodyof my VA claimantrecordsto discloseto the individual namedin item 7A all treatmentecordsrelatingto drug abuse,
alcoholismor alcoholabusejnfection with the humanimmunodeficiencyvirus (HIV), or sickle cell anemia. Redisclosuref theserecordsby my representative,
otherthanto VA or the Courtof Appealsfor VeteransClaims,is not authorizedwithout my furtherwritten consent. This authorizatiorwill remainin effectuntil
the earlierof the following events: (1) | revokethis authorizationby filing awritten revocationwith VA; or (2) | revokethe appointmenbf the individual named
in item 7A, either by explicit revocation or the appointment of another representative.

10. LIMITATION OF CONSENT. My consentin item 9 for the disclosureof recordsrelatingto treatmentfor drug abuse alcoholismor alcohol abuse jnfection
with the human immunodeficiency virus (HIV), or sickle cell anemia is limited as follows:

CONDITIONS OF APPOINTMENT: |, theclaimantnamedn item 2, herebyappointtheindividual namedn item 7A asmy representativéo preparepresentand
prosecutemy claim for any andall benefitsfrom the Departmenbf VeteransAffairs basedon the serviceof the veterannamedin item 4. | authorizethe Department
of VeteransAffairs to releaseany andall of my records(other than as providedin items9 and 10) to thatindividual appointedas my representative Signedand
accepted subject to the foregoing conditions.

11. SIGNATURE OF CLAIMANT 12. DATE OF SIGNATURE 13. CLAIMANT’S RELATIONSHIP TO VETERAN (if other
than the veteran)

14. SIGNATURE OF REPRESENTATIVE 15. DATE OF SIGNATURE

FEES: Section5904, Title 38, United StatesCode,containsprovisionsregardingfeesthat may be charged allowed, or paid for servicesof agentsor attorneysin
connection with a proceeding before the Department of Veterans Affairs with respect to benefits under laws administered by the Department.
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